I.
Introduction:-Exfoliative dermatitis 1 (ED) is an inflammatory skin disease with scaling that affects nearly the entire cutaneous surface. The common causes 2 of erythroderma is exacerbation of an underlying skin disease or a drug reaction .The Incidence of drug reaction is 28 % The patient in this case has no history of any skin disease. So, there is more chance that it is induced by drug. Drugs 3 which cause ED are Allopurinol, Nevirapine 4 Carbamazepine, Codeine,Captopril, Diphenylhydantoin Gold, Antimicrobials etc. Among these drugs, the drug history revealed that the patient is taking only Nevirapine .So, Nevirapine is the cause for Exfoliative dermatitis in this case. Nevirapine, a dipyridodiazepinone, non-nucleoside reverse transcriptase inhibitor 5, 6 is widely prescribed as a part of the combination therapy of Human Immunodeficiency Virus because of its efficacy and good tolerability.
The common adverse drug reactions observed with nevirapine includes skin rashes 7 and Hepatotoxicity 8 . The skin rashes are usually mild and occur in initial 6-12 weeks of starting the therapy. Incidence of severe form of skin rash is 0.5-1 % 4 . The severe form of skin rash ED has been reported once in Government General Hospital. Here, I am reporting that case of Exfoliatiave Dermatitis secondary to Nevirapine.
II.
Case Report:-A 25 year old female patient came with a complaint of fever, itching, scaling in both her palms. She was a known Acquired Deficiency Syndrome patient. She was diagnosed to have Acquired Deficiency Syndrome 2 yrs before .She was prescribed with Highly Active Anti Retroviral Therapy with zidovudine 300 mg plus lamivudine 150 mg plus nevirapine 200 mg since then. Nevirapine was advised once daily for first two weeks and twice daily thereafter. After ten weeks of treatment, the patient developed erythematous pruritic patches with fine white scaling over the patches that progressed over next two weeks to attain the present diffuse pattern of exfoliation involving both the palms. On detailed examination, diffuse exfoliative erythematous intensely pruritic patches were present involving more than 70% of the body surface area, more severe in the palms and soles (Fig 1) .The conjunctivae, skin over the scalp and genitalia were spared. The body temperature was 39.5°C. Psoriasis, phyto-photo dermatitis, atopic dermatitis, seborrheic dermatitis, and contact dermatitis were excluded on the basis of detailed history and clinical grounds. The condition was diagnosed by consultant dermatologist as drug induced-Exfoliative dermatitis by suspecting nevirapine as the causative agent on Investigations revealed HIV-reactive, Heamoglobin level as 7.8 grams or 54% ,CD 4 count is 325cells/cc , Blood count, random blood sugar, chest X-ray, liver and renal function tests were normal. Histopathological examination revealed ED (Fig 2) The treatment is dependent on the cause.The patient was advised to discontinue nevirapine and she was prescribed alternative therapy with efavirenz and patient was treated for two weeks with T.Predisolone T.paracetamol 650 mg thrice daily, and betamethasone 0.05% with glycerin lotion applied thrice daily on the affected areas. The patient showed significant improvement at the end of two weeks and was discharged after starting a new highly active anti retroviral treatment (HAART) regimen zidovudine 300 mg plus lamivudine 150 mg plus efavirenz 600md once daily. In subsequent fortnightly follow-up for next 30 days, the patient showed gradual and complete resolution of the lesions with no recurrence of previous symptoms and tolerated the new HAART regimen well
III.
Discussion:-
The appearance of ED in this patient after Ten weeks of initiation of nevirapine-based initial regimen, resolution of the symptoms following withdrawal and patient tolerating the modified HAART regimen 9 with efavirenz instead of nevirapine without any adverse reactions for next 30 days clearly suggested that nevirapine a causal drug for ED in this patient, suggesting a temporal relationship to nevirapine administration. This adverse reaction is not dose-related, can be labeled as a type-B(bizarre) 10 class of adverse effect and can be considered as probable or likely as per WHO scale of causality assessment 11 of suspected adverse drug reactions.
Nevirapine is indicated for the primary treatment of HIV, administered along with NRTIs and/or protease inhibitors. It has no cross resistance or cross reactivity with NRTIs. Since the drug is a moderate autoinducer of its metabolism, it is initiated with a lead-in dose of 200 mg/day for first 14-days and then escalated to 400 mg/day. This mode of initiation has also been shown to lessen the frequency of rash . 1 The overall incidence of ED ranges from 0.0009 to 0.071%, wherein drugs are implicated in 4%-39% of the cases. The mortality rate associated with ED is 3.75%-64%. 12 HIV infected patients are found to be at a higher risk of developing drug allergy 13. Hence, a strict vigilance 14 of adverse drug reactions is necessary in HAART especially in the initial months of therapy.
IV. Conclusion:-
Exfoliative dermatitis is a serious and life threatening disease 15, 16 in which some of cases are drug induced and are preventable.
The adverse drug reactions need to identified as early as possible and rational alternate therapy should be given to avoid the complications and to improve patient compliance.
Recently it was found that HLA B*3505 allele 17 as a strong predictor for nevirapine induced skin reactions in HIV infected patients. So,cost effective methods should be developed to diagnose HLA B*3505 allele to prevent drug reactions. 
